
Methods to identify increased risk of coronary disease in the
general population

Conclusion is oversimplification

Editor—Wilson et al assert that measuring
cholesterol concentration only in people of
at least 50 efficiently identifies those at high
risk of coronary heart disease.1 This
oversimplification results from a study with
important defects.

Firstly, Wilson et al determined absolute
risk of coronary heart disease by using the
Sheffield tables and the underlying Fram-
ingham algorithm. However, in the German
prospective cardiovascular Münster (PRO-
CAM) study and the Augsburg cohort of the
World Health Organization’s monitoring
trends and determinants in cardiovascular
disease (MONICA) study, Framingham
overestimated coronary risk about twofold.2

Even allowing for the higher incidence of
coronary heart disease in Britain compared
with Germany,3 Wilson et al should have cal-
culated risk by using either a British
algorithm or a corrected Framingham
formula.

Secondly, Wilson et al considered men
and women together, even though risk of
coronary heart disease in women is two to
four times less than in age matched men
aged up to about the age of 60. This error
dilutes male risk of coronary heart disease,
which is substantial even in early middle age.
In the PROCAM study, for example, no
fewer than 8% of men under 50 had a 10
year risk of coronary heart disease of more
than 15% with the Framingham formula.

A particular aim in preventing coronary
heart disease is to stop the early events that
produce an especially high burden of
morbidity and cost. Moreover, since the risk
increases sharply with age, patients at
borderline risk below the age of 50 require
attention if they are not to proceed inexora-
bly into a high risk group. Limiting
cholesterol measurements to the over 50s
will increase costs and disease burden.
Gerd Assmann professor of laboratory medicine
assmann@uni-muenster.de

Paul Cullen research physician
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Institute of Arteriosclerosis Research at the
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Authors’ reply

Editor—Assmann et al have misunderstood
the pragmatic question our study answered.
In the United Kingdom treatment decisions
for the primary prevention of cardiovascular
disease are based on the Framingham 10
year coronary risk equation.1 Measuring the
cholesterol of the entire population is not
currently recommended.1 Given that the
NHS has a finite budget we asked how gen-
eral practitioners can target cholesterol
measurement, and hence accurate risk
assessment, to those people most likely to
benefit from drug treatment to reduce their
chance of a stroke or heart attack.

We chose to combine the results of our
analyses for men and women because,
despite sex differences in risk, the optimum
age cut-off point to maximise both sensitivity
and specificity is similar for both sexes. Our
strategy of screening everyone over the age of
50 identified 91% of men and 98% of women
at 15% or more 10 year coronary risk.

Finally, Assmann et al are concerned
about people under 50 being neglected
because they are not offered a cholesterol
test. Although a clinician may not measure
cholesterol routinely, this does not imply
that they ignore other important risk factors,
such as smoking, obesity, and raised blood
pressure.

Our study has shown that routine
cholesterol measurement, and hence accu-
rate risk assessment, in everyone aged 50
and over is a simple and efficient method of
identifying people at high risk of coronary
disease in the general population.
Sarah Wilson senior research fellow
s.l.wilson@qmul.ac.uk
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What becomes of junior doctors
in non-training positions?
Editor—There is an increase in the number
of vacancies advertised for non-training
positions for junior doctors variously classi-
fied as clinical fellows, trust doctors, etc.
Increasing staffing is just one strategy used
by NHS trusts to reduce junior doctors’
working hours.

My questions are: Who fills these vacan-
cies? What becomes of them?

Higher specialty training distinguishes
clearly between training and non-training
positions. Requirements for specialty exami-
nations are met only in positions recognised
for higher specialty training. Non-trainees
are without the respect, training, or recourse
to complaint that trainees have. They have to
be very productive (and lucky) to have any
chance of progressing properly.

However, insufficient training positions
exist to accommodate all non-trainees, raising
the standard for entry into higher specialty
training (another bonus?). Most non-training
vacancies are filled by foreign doctors trying
to get a foot in the door and take it from
there. Few doctors who have received career
advice and intend to specialise spend time in
these positions—at least not for very long.

Prospective employees should identify
their career requirements and ensure that a
vacancy will help in meeting their objectives.
Unfortunately, the need to remain in
continuous employment or avoid getting
into trouble with the Home Office may lead
to the taking up of unsuitable employment.

I do not claim to have a solution. The
national shortage of junior doctors seems
likely to produce a class of doctors in
non-training positions who will not be able
to progress, and I wonder what is expected
to become of them.
Ian Ramnarine cardiac surgical research fellow
Department of Human Anatomy and Cell Biology,
University of Liverpool, Liverpool L69 3GE
iramn@liverpool.ac.uk
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Are clinical negligence and
legal action related?
Editor—The chief medical officer’s report
Making Amends is welcome if only because it
recognises that the system of compensation
for clinical negligence is in need of radical
reform.1 2 Legal action is expensive, ineffi-
cient, and involves delay. However, the
report does not address the system’s central
failure: the relation between negligence and
legal action is unclear. Most cases of alleged
negligence are unsustainable, most cases of
actual negligence are uncompensated. The
failings of the system are due to the faults of
legal aid, which funds most cases but is avail-
able only to a small section of the public.

Legal aid lacks independence, fairness,
and accountability. It lacks independence
because funding is granted on the advice of
the applicant’s lawyer—a clear conflict of
interest. It lacks fairness because a blame-
less health service defendant cannot
recover legal costs. It lacks accountability
because the reasons for decisions involving
public funding are by law confidential and
privileged.

All patients injured by negligent treat-
ment are rightly entitled to compensation;
there must be affordable access to justice.
Instead of proposing reform of access to
justice so that deserving cases are compen-
sated properly and inappropriate cases are
not advanced, the report suggests impracti-
cal alternatives to the tort system. It avoids
critical consideration of legal aid and so
does not confront powerful legal vested
interests. Moreover, there is no reason
why doctors should not be accountable
in court for their negligence, as are other
professions.
Anthony Barton legal consultant
London N1 0RB
acb@crnck.com
Competing interests: AB is a solicitor practising
in pharmaceutical product liability and clinical
negligence.

1 Department of Health. Making amends. London: DoH,
2003. www.doh.gov.uk/makingamends (accessed 28 Aug
2003).

2 Dyer C. NHS staff should inform patients of negligent acts.
BMJ 2003;327:7. (5 July.)

SARS: understanding the
coronavirus

Accuracy of WHO criteria was similar in
a “non-SARS” hospital in Singapore

Editor—We report a similar experience at
the National University Hospital, Singapore,
to that of Rainer et al in Hong Kong’s New
Territories.1

We screened patients for severe acute res-
piratory syndrome (SARS) by using criteria
from the World Health Organization and
transferred suspect and probable cases to Tan
Tock Seng Hospital, the country’s designated
SARS hospital, for further management.
Patients with undifferentiated fever or respi-
ratory symptoms who did not meet WHO
criteria (and would not be accepted at Tan
Tock Seng Hospital due to the limited
resources available) were monitored in
isolation rooms with daily blood counts, chest
radiography, and temperature monitoring
every four hours without antipyretic drugs
until an alternative diagnosis was established.

From 17 March to 16
May 2003 we isolated 909
patients and transferred 47
patients directly to Tan Tock
Seng Hospital for evaluation
(table). Thirteen of the 18
patients with SARS treated at
our hospital did not initially
meet the WHO criteria.
WHO criteria when applied
at presentation had a sensi-
tivity of 27.8% (95% confi-
dence interval 9.7% to
53.5%) and a specificity of
95.5% (94.0% to 96.8%).

We found a much lower
positive predictive value
(10.6%) than Rainer et al, as expected given
the lower prevalence at a general hospital
rather than a specialised SARS screening
centre. Our data reaffirm that even during
an epidemic, many patients may have atypi-
cal presentations2 and require a period of
careful observation under isolation until the
clinical course is manifest or WHO criteria
are met. They also highlight the urgent need
for a rapid diagnostic test that can be
applied early in the course of the infection
especially if SARS reappears next winter.
Paul Ananth Tambyah consultant infectious disease
physician
mdcpat@nus.edu.sg

Kamaljit S Singh associate consultant infectious
disease physician
Abdul G Habib associate consultant infectious disease
physician
National University of Singapore, National
University Hospital, 5 Lower Kent Ridge Road,
Singapore 119074

Kee-Seng Chia, associate professor of commu-
nity medicine, National Univerity of Singapore,
and Yean-Teng Lim, chairman of the medical
board, National University Hospital, are also
authors of this letter.
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Apoptosis may explain lymphopenia of
SARS

Editor—In their review of the severe acute
respiratory syndrome (SARS) Wong et al
emphasise lymphopenia as a hallmark
feature.1 Panesar suggested that gluco-
corticoids or stimulation of the
hypothalamic-pituitary-adrenal axis leads
to lymphocyte margination and that
patients without lymphopenia may have
adrenal insufficiency.2

Apoptosis may also explain the
lymphopenia of SARS. In severe para-
myxovirus infections in humans such as
measles, lymphopenia is commonly present

and associated with more
severe disease. One of us
with Carrington recently
reported that lymphopenia
is also seen with another
paramyxovirus infection:
respiratory syncytial virus,
which causes bronchiolitis in
young children.3

Children with more
severe bronchiolitis from res-
piratory syncytial virus infec-
tion have significantly lower
absolute lymphocyte counts
than those with mild disease.
Bronchiolitis is ubiquitous
and, in the developed world,

the commonest reason a child under 1 year
of age is admitted to hospital. Studies in
mice show that not only is the lymphocyte
immune response to virus essential in
controlling the virus but it also causes
disease.4 The fact the immune response is
both saint and sinner is believed to be why
the use of ribavirin has proved less effective
in bronchiolitis than was first hoped.

SARS, respiratory syncytial virus disease,
measles, and sepsis show parallels in the
occurrence of lymphopenia. In sepsis and
measles apoptosis is believed to be the
mechanism of lymphopenia. In models of
sepsis, for example, inhibitors of apoptosis
ameliorate illness and prevent death.5 There
may be important therapeutic implications
for patients with SARS from these new
research areas.
Roddy O’Donnell associate lecturer, paediatrics
roddy.odonnell@addenbrookes.nhs.uk

Robert C Tasker university lecturer, paediatrics
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Accuracy of WHO criteria for SARS in a general teaching hospital. Values are numbers of patients

SARS (n=18) Non-SARS (n=938) Total (n=956)

Initial WHO criteria met 5 42 47

Initial WHO criteria not met 13 896 909

Sensitivity 27.8% (95% confidence interval 9.7% to 53.5%), specificity 95.5% (94.0% to 96.8%), positive predictive value
10.6% (3.6% to 23.1%), negative predictive value 98.6% (97.6% to 99.2%).
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Electroconvulsive therapy

Conflicting advice confuses prescribers

Editor—Carney and Geddes highlight the
conflicting advice on the use of electrocon-
vulsive therapy by two influential bodies, the
National Institute for Clinical Excellence
(NICE) and the Royal College of Psychia-
trists.1 The NICE guidelines restrict the use
of electroconvulsive therapy while the royal
college argues for wider inclusion criteria.
The NICE guidelines also emphasise that no
patient should be coerced into treatment.

So what is the reason for the disagree-
ment between NICE and the royal college?
NICE deliberately wants to curb the use of
electroconvulsive therapy because of unre-
solved concerns about side effects, particu-
larly memory loss.2 Studies into its long term
effects on cognitive function are lacking, but
in their systematic review Rose et al say that
29-55% of patients report persistent memory
loss.3 4 However, the validity of this figure is
questionable because of the poor method-
ological design of the studies included.

Faced with such a lack of convincing evi-
dence NICE’s approach has been to restrict
the use of electroconvulsive therapy on the
one hand while emphasising the need for
fully informed consent on the other. How is
the latter possible if we are still uncertain
about the long term effects on memory?

Psychiatrists will now have to decide
which expert opinion to accept. In the
current medicolegal climate the implica-
tions of operating outside the NICE
guidelines are likely to trump other consid-
erations such as patient choice. We would
advocate that the Royal College of Psychia-
trists and NICE meet to resolve their differ-
ences and provide unified guidelines for
patients and clinicians.
Rob Evans specialist registrar in adult psychiatry
rlevans@doctors.org.uk

P C Naik consultant psychiatrist
S Alikhan senior house officer in psychiatry
Lyndon Resource Centre, Hobs Meadow, Solihull
B92 8PY
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NICE guidance may deny many patients
treatment that they might benefit from

Editor—Carney and Geddes predict that
most parties will be reasonably satisfied with
the appraisal of electroconvulsive therapy by
the National Institute for Clinical Excellence
(NICE).1 2 Our clinical experience is that
many patients who may benefit from
electroconvulsive therapy will be denied it
under these guidelines.

Apparently, the NICE appraisal panel did
not include a single psychiatrist, which may

partly explain why clinical experience of the
potential benefits of maintenance electro-
convulsive therapy, as described in many
reports,3 seems to have been discounted.

The recommendations from NICE have
also not acknowledged the different poten-
tial for memory disruption and cognitive
side effects arising from bilateral as opposed
to unilateral electroconvulsive therapy.4

Given the concerns about memory distur-
bance as a side effect of bilateral electro-
convulsive therapy, this is a surprising
omission.

NICE recommends that the use of
electroconvulsive therapy in depressive illness
should be restricted to patients with severe
depressive illness or catatonia in whom an
adequate trial of other treatment options has
proved ineffective or when the condition is
considered to be potentially life threatening.5

In severely depressed patients who have pre-
viously shown a good response to electro-
convulsive therapy, it may be appropriate to
consider it as a first line treatment.

The NICE guidelines do not recom-
mend electroconvulsive therapy as a treat-
ment for moderate depressive episodes. As
discussed in the response to the appraisal
from the Royal College of Psychiatrists’ spe-
cial committee on electroconvulsive therapy
and the Scottish electroconvulsive therapy
audit network (SEAN),5 the randomised
controlled trials that form the evidence base
for electroconvulsive therapy were carried
out mainly on moderately or moderately
severely depressed patients, excluding those
with severe depressive episodes who were
unable to give informed consent.

We consider the NICE guidelines to be
unduly restrictive and limiting, encouraging
clinicians to deny patients potentially benefi-
cial treatment.
Catherine Cole specialist registrar in psychiatry
Robert Tobiansky consultant old age psychiatrist
robert.tobiansky@bhct-tr.nthames.nhs.uk
Barnet, Enfield, and Haringey Mental Health NHS
Trust, Colindale Hospital, London NW9 5HG
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Patients must be confident that evidence
of efficacy is compelling

Editor—I was a member of the review
group that produced the guidelines on elec-
troconvulsive therapy for the National Insti-
tute for Clinical Excellence (NICE).1 I have
personal experience of the treatment and
have spent a large amount of my own time
researching (qualitatively) patients’ experi-
ence of it. With the recent recognition and
acknowledgement that patients’ expertise in

relation to their lived experience is valid, the
climate for partnership and inclusive work-
ing has improved to the benefit of patients
and practitioners (and you may of course be
either at different times in life).

The new guidelines were produced after
a full and thorough assessment of all
available data both clinical and experiential,
and representation on the group included
all key stakeholders. Everyone, including the
Royal College of Psychiatrists, thought that
the new guidelines were appropriate and
workable and were a great step forward.
x Much information for patients and carers
(which is scant) denies the possibility of long
term cognitive impairment
x There is no long term follow up of live
patients in terms of cognitive abilities and
therefore no reliable evidence of long term
effect
x It is openly acknowledged by the Royal
College of Psychiatrists that practice within
any previous guidelines has not been to
standards that the college set for itself in
terms of safety, consistency, environments,
and expertise of professionals who carry out
treatments
x Patients (myself included) have sought
help to live with the consequences of
treatment as opposed to the consequences
of illness.

Although electroconvulsive therapy
remains an accepted and useful treatment
for some people, they should be able to have
the greatest possible confidence that they
are receiving it only when the evidence of
likely efficacy is compelling from the best
available data and experience. The NICE
guidelines desire to achieve only this.
H Louise Relton co-chair
UK Advocacy Network, Sheffield S1 2DA
l.relton@lmh.nhs.uk
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Energy intake in pregnant
women carrying boys or girls

Energy intake may correlate with
prebirth knowledge of sex of child

Editor—Tamimi et al report that energy
intake during pregnancy is affected by the
sex of the child.1 As an idea for further study,
a dummy variable might be included in the
regression analysis which indicates whether
the mother knew the sex of her child before
birth (or at the beginning of the study). One
possible explanation for mothers with male
embryos who eat more could be connected
to socialisation.

An alternative study might compare
three groups of pregnant women, one aware
that their unborn child is male, another
aware that their child is female, and the last
unaware of the sex of their child until birth.

Differences in diet and overall food
intake could be but a few maternal
behaviours compared and correlated to
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prebirth knowledge of the sex of the
embryo.
Sarah D Shay student
2328 Murphy Drive, Lawrence, KS 66046, USA
lluv35@ku.edu
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Difference is chance observation

Editor—Tamimi et al report that women
carrying male fetuses consume more energy
and macronutrients than those carrying
female fetuses.1 The marginal difference in
energy intake is, however, likely to be less than
the error inherent in the food frequency
questionnaire used to obtain the data.

The paper does not consider important
factors that affect both diet and fetal growth,
such as ethnic origin. It is incorrectly said
that the increased energy intake of the
women carrying boys meets increased
demand for growth. The total energy cost of
pregnancy is 289-340 MJ, which is rarely
met through increases in dietary energy2

and is instead achieved by adaptive reduc-
tions in energy expenditure.

Furthermore, our recent survey of the
diets of 300 British women in early and late
pregnancy, using five day food diaries,3 found
that nutrient intakes were similar in women
carrying boys and girls, with the exception of
energy and saturated fat in the first trimester.
Here, in contrast to Tamimi et al, we found
that women carrying female fetuses con-
sumed 5% more energy (P < 0.05) than
women carrying male fetuses.

To follow the authors’ hypothesis
through would lead to the conclusion that
with their faster growth rate and increased
energy requirement, male fetuses are more
vulnerable to growth retardation and effects
of maternal undernutrition. There is no evi-
dence that this is the case. The data
presented in this paper look like the
outcome of random chance and have no
clinical significance.
Simon Langley-Evans lecturer in human nutrition
School of Biosciences, University of Nottingham,
Sutton Bonington, Leicestershire LE12 5RD
Simon.Langley-evans@nottingham.ac.uk

Alison Langley-Evans research assistant
University College Northampton, Northampton
NN2 7AL
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Authors’ reply

Editor—Shay’s suggestions are worth con-
sidering. It is unfortunate that we did not
have information on maternal knowledge
about fetal sex. However, since our study

included educated American women in
Boston in the 1990s, a psychosocial
interpretation seems less likely than a
biological one.

Langley-Evans and Langley-Evans point
out that the difference in energy intake
between pregnant women carrying a boy
rather than a girl is of marginal statistical
significance, as recognised in our paper.
However, the arguments they rely on to cat-
egorically conclude that our finding is a
chance observation are unfounded. Firstly,
non-differential exposure misclassification
tends to attenuate an association, except in
very unusual situations. Secondly, all women
in our study were white, as indicated in the
original study and referenced in our paper;
therefore ethnicity cannot be a confounder.
Thirdly, their argument that the total energy
cost of pregnancy is rarely met through
increases in energy intake is irrelevant, since
our point refers to differential maternal
energy intake by fetal sex. Lastly, we realise
that the findings of their yet unpublished
study are apparently not in agreement with
those of ours, but random misclassification
can negate significant associations more
often than generate them.

Chance is always a possible explanation
for any particular finding. Conclusive state-
ments concerning associations should be
based on a body of knowledge, rather than
one or two studies. Additional investigations
are necessary in order to confirm or refute
these results, before statements regarding
clinical significance are made.
Rulla M Tamimi doctoral student
Dimitrios Trichopoulos professor
dtrichop@hsph.harvard.edu
Department of Epidemiology, Harvard School of
Public Health, Boston, MA 02115, USA

Pagona Lagiou assistant professor
Department of Hygiene and Epidemiology, School
of Medicine, University of Athens, GR-11527,
Athens, Greece

Lorelei A Mucci postdoctoral fellow
Hans-Olov Adami professor
Department of Medical Epidemiology, Karolinska
Institutet, Stockholm, SE-171 77, Sweden

Chung-Cheng Hsieh professor
University of Massachusetts Cancer Center,
Worcester, MA 01655, USA
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Electronic patient records in
primary care

Study has serious flaw

Editor—There is a serious flaw in the design
of the study by Hippisley-Cox et al on
electronic patient records in primary care.1

The authors say that they intended to
differentiate between manual (all records
kept on paper) and combination (part
electronic and part paper record keeping) but
actually differentiated between paperless
(electronic) and paper based (combination or
manual) records. The findings are therefore
questionable.

Forexample,given thatmostgeneralprac-
titioners routinely prescribe electronically it is
difficult to believe that paperless records were

more likely to specify the drug dose unless
Hippisley-Cox et al were reviewing only the
paper based components of their paper
based group, as opposed to the full record.

Additionally, Hippisley-Cox et al con-
clude that paperless records compare
favourably with manual records. This is an
extremely positive conclusion given that
they specify one of the main reasons as to
why general practitioners prefer to use
paper based records during the
consultation—diagrams. The lack of draw-
ings observed in paperless records is surely
due to the ineptness of electronic systems
rather than because their value is not impor-
tant? Although paperless records offer
much from a medicolegal perspective, I
wonder, from a patient perspective, how
much more valuable that little drawing is?
Can such drawings be disregarded so easily?

Finally, Hippisley-Cox et al say that the
doctor-patient relationship may not be as
personal as many suppose based on a textual
analysis of references to specific patients. This
is an erroneous observation given that
doctors, like many of us, respond very heavily
to visual cues as opposed to verbal recall.
N T Shaw research scientist
Centre for Healthcare Innovation and
Improvement, E414A—4480 Oak Street,
Vancouver, BC, Canada V6H 3V4
nshaw@cw.bc.ca
Competing interests: None declared.
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Author’s reply

Editor—In her first point Shaw misunder-
stands our methods. We looked at the entire
medical record of the consultation whether
all electronic, all manual or a combination.

The second point concerns the value of
diagrams. We know of no evidence concern-
ing this and can only observe that they are
often used as expressive shortcuts, rather
than as unique expressions that cannot be
replicated in text. However, we would
welcome evidence on this issue.

Lastly, Shaw draws attention to the
finding that surprised us—namely, that so few
general practitioners seemed to remember
either the patient or the consultation, rather
than just comment on the record entry. The
assertion that this was due to an absence of
visual cues should mean that the manual
record group recalled patients and their con-
sultations more than the electronic record
group. However, this was not the case.
Julia Hippisley-Cox senior lecturer in general practice
Division of Primary Care, University of
Nottingham, Nottingham NG7 2RD
julia.hippisley-cox@nottingham.ac.uk
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Sharing patient information
electronically throughout NHS
Change of culture is needed

Editor—Booth’s editorial highlights once
again the gulf between information technol-
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ogy in primary and secondary care.1 The key
factor accounting for this lies in the
evolution of information systems in these
two parts of the NHS.

Primary care computing has been led by
general practitioners, initially by enthusiastic
entrepreneurs, trying to develop an elec-
tronic alternative to paper records that will
provide fast and reliable answers to clinical
problems. As a result, general practitioners
and primary care trusts can now access quite
advanced quality data on the care of
patients. The new contract for general prac-
titioners could not have been conceived
without this.

In contrast, information in secondary
care has generally been led by managers,
with an emphasis on the needs of manage-
ment, such as waiting times and bed states.
This has left clinicians in secondary care
unable to answer simple questions easily,
such as, how many diabetic patients have
had their blood pressure checked and how
well controlled it is—information that is now
readily available in my primary care trust.
Interestingly, management information is
also available to general practitioners once
the clinical record is electronic; it seems you
can have clinical information followed by
management data but not the other way
round.

Until clinicians in secondary care take
control of information technology and focus
it on their clinical needs the current
situation will continue and make an
integrated electronic record extremely diffi-
cult to achieve. Equally, managers need to
relinquish control of information, risky
though that may feel. Once again primary
care has shown the way ahead—will second-
ary care follow?
Andrew Langton general practitioner
Monks Park Surgery, Bristol BS7 0UE
alangton@bigfoot.com
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Patients must be involved too

Editor—We agree with Booth that it is time
to involve clinicians in the evolution of shared
electronic information.1 We would go further
and argue for the involvement of patients as
well. In support of this, we have two points to
make, one ideational, one academic.

Firstly, in our study we showed that
accuracy will be improved by reflecting on
and discussing summary information with
patients.2 We also considered what patients
had to say about their electronic summaries.
Our study of 19 patients was not designed to
provide an accurate and representative
assessment of the number of errors that
occur in electronic summaries in primary
care. Our reason to report the figures was to
show that there are worrying inaccuracies,
not to quantify them. We also believe, from
talking to our patients, that they would pro-
vide useful and important ideas when
considering the design of a universal record.

Secondly, in referring to our qualitative
study, Booth has selected the only quantita-

tive element of this report to show the inac-
curacies of electronic summaries in primary
care. In selecting this part of our paper, we
fear that Booth has missed the main point
from our research—namely, the importance
of involving patients. If data from qualitative
studies are handled as they might be for
quantitative studies, they can lead to mis-
representation. In Booth’s editorial this
manifests itself as a conclusion that is good
but that does not go far enough.
Michael Innes NHS R&D primary care researcher
development fellow
Department of Primary Care and General Practice,
Medical School, University of Birmingham,
Birmingham B15 2TT
m.a.innes@bham.ac.uk

Lindsay Ward general practitioner principal
Stirchley Medical Practice, Stirchley, Telford TF3
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Ability to provide seamless decision
support will be key factor

Editor—Booth’s editorial is timely and
raises several important issues.1 Although
clinicians have to assume a prominent role
in planning and implementing a new
integrated care record service, they should
also be convinced why keeping patients’
records electronically is useful.2

Booth details the advantage of being
able to share patient data, improve clinical
and workflow efficiency, and reduce medical
errors. Clinicians are also interested in how
it will help with their clinical workflow. Safe
care for patients now requires a degree of
individualisation that is impossible without
computerised clinical decision support.3

As active clinical practitioners involved
in the development of a decision support
system for paediatrics (ISABEL, www.isabel.
org.uk),4 we believe that the ability to provide
seamless decision support in practice will be
the key to clinician satisfaction with the new
system. This approach allows the implemen-
tation of evidence based decisions sup-
ported by the National Institute for Clinical
Excellence, reduces medical error rates, and
enables easy dissemination of lessons learnt
from error into clinical workflow.

Advanced decision support will also
allow knowledge delivery from textbooks
and journals to the point of care. By using
sophisticated pattern analysis software, data
captured in the spine and the integrated
care record service can be used for real time
epidemiological surveillance. Public health
problems, adverse events, and emerging
clinical paradigms can be monitored and
evoke swift remedial responses. The realisa-
tion of this vision will satisfy clinicians and
promote successful implementation of the
new integrated care record service.
P Ramnarayan clinical research fellow
Imperial College London, Paediatric Intensive Care
Unit, St Mary’s Hospital, London W2 1NY
ram@isabel.org.uk

Emma Steel director
Joseph Britto clinical director, ISABEL Clinical
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Patient confidentiality may not be
guaranteed

Editor—As general practitioners in the
brave new world of sharing patient infor-
mation electronically throughout the NHS,1

can we still promise our patients that we will
keep their secrets confidential? With the
threat of central servers for our computers,
practices would no longer be the keepers of
their own data. The NHS would like easy
access to our information—but who else
would have such access?

If out of hours and accident and
emergency departments are able to tap into
our computers, then no one would have any
medical secrets. Unlike hospitals, histories in
general practice contain very deeply per-
sonal information about patients (mental ill-
ness, marital problems, alcoholism, abor-
tions, impotence, etc). Does anyone really
believe that it would remain secret for long
that a local politician (or doctor) had been
mentally ill?

Access for primary care trusts would
mean that managers may be able to tap in
and see the notes of their employees who
are our patients. We will, of course, be prom-
ised that this will never happen. We may be
promised that general practitioners can
decide who has access and at what level, but
for how long will the promise be kept when
we don’t own the equipment? Let no one tell
me that lawyers and insurance companies
will not hack in.

I believe that we should fight to retain
control of our own data since confidentiality
and trust are the cornerstones of general
practice, and not an optional extra. The job
is impossible without it, and if we lose this,
then general practice is truly dead. Can I
trust my computer?
Paul D Oldfield general practitioner
Weaverham Surgery, Weaverham CW8 3EU
oldfieldmanor@aol.com
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